Study objective -To assess the scope for reducing unnecessary outpatient reattendances, using as a benchmark an acute specialty at a site recognised to have an especially low ratio of repeat to new attendances. Design -This was a survey of the reattendance workload at general surgery outpatient clinics over a three month period. Patient re-booking and discharge rates for different grades of staff; clinicians' perception of the ability of the GP to have managed the patient; perception of the value of individual re-attendances; reasons given for discharginglre-booking; and outcome of attendance for patients in relation to diagnostic category were determined. Setting -General surgery outpatient clinics with re-attendance rates that were 50% below average, in Taunton and Somerset Hospital, a non-teaching district general hospital. Patients -Altogether 454 patients who made 470 second or subsequent visits (reattendances) within the same episode of outpatient care. Main results -Thirty eight percent (178/ 470) ofvisits were perceived as manageable by the GP, 45% (79, 17% of total reattendances) of which were also thought to have been of marginal or little value. A substantial group of patients was being followed up largely for reasons of convention and traditional policy. Re-booking rates were higher among junior staff. Subjective views of the value of attendance at the hospital outpatient clinic and the ability of the GP to have seen the patient varied systematically between consultants and junior staff.
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Study objective -To assess the scope for reducing unnecessary outpatient reattendances, using as a benchmark an acute specialty at a site recognised to have an especially low ratio of repeat to new attendances. Design -This was a survey of the reattendance workload at general surgery outpatient clinics over a three month period. Patient re-booking and discharge rates for different grades of staff; clinicians' perception of the ability of the GP to have managed the patient; perception of the value of individual re-attendances; reasons given for discharginglre-booking; and outcome of attendance for patients in relation to diagnostic category were determined. Setting -General surgery outpatient clinics with re-attendance rates that were 50% below average, in Taunton and Somerset Hospital, a non-teaching district general hospital. Patients -Altogether 454 patients who made 470 second or subsequent visits (reattendances) within the same episode of outpatient care. Main results -Thirty eight percent (178/ 470) ofvisits were perceived as manageable by the GP, 45% (79, 17% of total reattendances) of which were also thought to have been of marginal or little value. A substantial group of patients was being followed up largely for reasons of convention and traditional policy. Re-booking rates were higher among junior staff. Subjective views of the value of attendance at the hospital outpatient clinic and the ability of the GP to have seen the patient varied systematically between consultants and junior staff. Judgements varied to some extent according to the diagnostic group. Conclusion -The numbers of patients being followed up equivocally at most general surgical outpatient departments will be 50% more on average than those in this benchmark department. A department seeing 2000 new patients per annum will have 3600 reattendances, 25-5% (918) of which may be avoidable on the basis of these results. A variety of approaches can be used to increase the proportion of patients seen appropriately by GPs. In some cases this might be achieved without the intensive commitment required to plan and develop shared care protocols or new formal discharge guidelines, but by encouraging GPs to manage some patients, increasing of hospital clinicians' access to knowledge of local general practices, and internal clinic review of 'routine' follow up policies as shown in this study. This type of review of outpatient practice can also help prioritise conditions likely to repay the effort of developing and implementing clinical management guidelines and local protocols.
(J7 Epidemiol Community Health 1995; 49:599-605) It is well known that repeat visits to outpatient clinics account for between 75% and 80% of all attendances recorded for this form of healthcare.' Perennial doubts have been expressed within the medical profession over the value of repeated reattendances both to patient and clinician. The policy issues have been highlighted by the recent National Audit Office study,2 and subsequent review by the Parliamentary Committee of Public Accounts.3 Innovation in National Health Service organisation, notably general practitioner (GP) fundholding, is leading to an increased scrutiny of the legitimacy of outpatient re-bookings. In spite of the many assertions, however, there has been a relative lack of research or audit based evidence about causes, reasons, and possible justifications for the high levels of patients invited to return for follow up. This type of evidence is a prerequisite of attempts to design and progress toward viable alternatives to traditional outpatient reattendance or substitute care arrangements involving primary care.
No published study has examined these issues in the high volume specialty of general surgery, with its particular case mix and typical reasons for re-attendance. Diagnostic categories within specialties have generally not been taken into account in previous analysis of reasons for reattendance, although diagnosis has been identified as one predictor of the probability of discharge after the first attendance.4 A recent randomised trial of immediate discharge of selected surgical patients from a teaching hospital to general practice has concluded that primary care was of at least equal clinical effectiveness, and was less costly than traditional outpatient follow up. There is, however, some suggestion that they saw a higher than average proportion of certain conditions, especially in the case of enteritis/ colitis (44%, 11/25, seen by consultants, although these cases amounted to less than 10% of consultants' workload in this study) and benign and malignant neoplasms (29% (10/ 34) and 24% (26/108), respectively, seen by consultants). Many of these patients were long term reattenders. For patients reattending for their fifth time or more (n = 96), consultants' proportion increased to 30% and registrars reduced to 44%. Within this group, proportions are the same for attendances with the explicitly stated purpose of monitoring or treatment of chronic or malignant conditions.
Of the 178 patients whom "the GP could have seen", 5% (9) were nevertheless put onto the waiting list, 49% (88) were discharged, and 45% (80) were asked to reattend again. For those who were discharged, the average number ofprevious attendances was 2 4; for those asked to reattend it was 4-9 visits. In other words, patients with a longer history of visits were more likely to be asked to come again. For those who clinicians felt could have been seen by the GP but who were nevertheless re-booked (80), the mean interval to the new repeat visit was 32 4 weeks (median 26); for those rebooked and not deemed manageable by the GP the interval was only 20 6 weeks (median 12) .
This study does not reproduce unequivocally the common finding that junior staff discharge patients at lower rates than consultants, although the trend is in this direction. Figure 1 shows the main outcomes of appointments for each clinician status separately, with the proportions for each outcome which were assessed as manageable by a GP. The ratio of those discharged compared with those asked to reattend varies somewhat between each clinician status (consultants 1 On the other hand, most of the reattendances in this group for perianal conseen by their GP, and shows, for each of the ditions were regarded as desirable (8/11) ; the three key outcomes, their opinion of the value balance of perceived necessity for outpatient of the attendance.
attendance among the other diagnostic groups Of those reattendances which the hospital was more even. clinicians felt could have been undertaken by the GP, the current hospital outpatient appointment was considered essential or desirable for 46% of the discharged patients' appointments (40/87) and 63-8% of those invited to reattend (51/80). In other words, the correlation between the perceived ability of the GP to have seen the patient and the clinician's rating of the necessity of the appointment was low. This varied systematically according to clinician status. Consultants felt a hospital outpatient appointment to be essential/desirable
REASONS FOR RE-BOOKING PATIENTS WHOM THE GP COULD HAVE SEEN
The most critical group in this analysis is those who were asked to re-attend even though they were assessed as suitable for management by the GP. Of this 38% (178), 55% (98) were nevertheless regarded at least as desirable clinic attenders, and 51 of these were re-booked. Overall, 80 (45%) patients whom the clinicians felt the GP could have seen were re-booked 2) . Analysis of the brief reasons given in this survey by clinicians for re-booking patients who could have been seen by the GP, reveals a mixture of practical considerations, routine, tradition, and policy underlying the observed rates. Actual reasons included: "lack of a request (either from the patient or the GP) for the GP to see the patient", "tradition to follow up breast cancer forever", "education for ourselves and to keep the morale of the patient up", "I didn't ask GP to", "we like in this instance to see the result of our work", "we like to follow up abdominal aortic aneurysms ourselves", "GP did see, but we wanted to also", "we like to follow up vascular cases for a while"," GP lack of sigmoidoscope", "follow up of graft patency", and other more vague reasons, such as "routine", "requested for close follow up", and "agreed to attend". It is not possible to calculate absolutely clear proportions for the different categories of reason given, because interpretation of some of the verbatim written responses was open to doubt (for example "not requested" leaves it unclear whether the GP, patient, or clinician is being referred to). However, two types of reason stood out as the most common. They can be summarised as firstly: a lack of a request either from the GP or the clinician for the GP to manage the patient: at least 22/80 responses (it is likely that some of those cases where no reason was given (n = 16) also fall into this category); secondly, routine or tradition (at least 15 A number of practical approaches to improving the "appropriateness" of reattendance at outpatient clinics have been proposed. These include making discharge policy more explicit and organising training for juniors," improving the content of discharge letters to GPs especially for chronic conditions,'5 increasing consultant review of casenotes with directive plans clipped to them,8 and the introduction of written guidelines for reattendance and discharge. 6 All these types of measures have been reported as successful, and this study provides evidence to support extension of their application in general surgery.
Further practical measures and productive avenues for research and development are suggested on the basis of the analysis presented here. The study site provides a reference point for discussion between GPs and hospital clinicians of the potential scope for discharging patients to general practitioners, which could be applied to other general surgical departments. Specific measures to consider include: the feasibility of increasing practical contact between clinic and GPs through means such as educational activities; stimulating GPs' ability and willingness to request discharge of some patients; making better information about local general practices' facilities and training of GPs readily available to clinicians; and development of more explicit, agreed procedures for the management of patients with particular conditions. Given the typically long interval until the re-booked appointment, it might be possible to book selected repeat appointments on a "pending GP intervention" basis, and notify the GP with an invitation to consider assuming responsibility for the patient.
The clear disparity between the perceptions of consultants and registrars about the value of repeat appointments and GPs' ability to see patients suggests that there is potential for general surgical departments to consider locally the issues of both formal and informal clinical policies on reattendance and discharge, and for shared interval review of clinical criteria for "routine" repeat appointments between consultants and junior staff. More generally, it suggests that there is a strong case for comparative research to examine the specific factors which may account for the discharge and rebooking behaviour of junior staff in clinics with different (high versus low) reattendance and discharge performance.
In summary, clinicians in a general surgery outpatient department perceived that there was a large proportion of re-attending patients who could appropriately have been seen by the GP, but in many cases they were equivocal in judging the appropriate site of care and acting upon these judgments. There will doubtless always be come discrepancy between the aggregate of clinicians' opinions and their clinical actions. The method of review demonstrated in this study can help prioritise conditions which may be candidates for development of alternative care arrangements across the primary/secondary care interface. Indicators of possible levels of "inappropriateness" should be taken as the opportunity to review practices in a manner sensitive to the complexities of hospital outpatient practice as shown in this study.
